Summary: We report the case history of a 57 year old man who has suffered from typical deforming, relapsing polychondritis for 13 years. He has also developed erosive destructive seronegative polyarthritis involving some ofhis distal interphalangeal, proximal interphalangeal, metacarpophalangeal, intercarpal, wrist, intertarsal and metatarsophalangeal joints. The distribution of joint involvement in the small joints of the hands and feet is asymmetrical. Both hips and knee joints have also been involved necessitating bilateral total hip and right total knee replacement. The articular associations with relapsing polychondritis are discussed.
Introduction
Relapsing polychondritis (RP) is a relatively rare disease of unknown aetiology characterized by recurrent inflammation and progressive destruction of the cartilages of the external ear, nose, laryngotracheobronchial tree, and the hyaline cartilage of large and small joints. It is a multisystem disorder with involvement of the uveal tract, internal ear, cardiovascular system, skin and occasionally the kidney.
RP has also been associated with other systemic diseases (often involving the joints) in 25-35% of patients. These include rheumatoid arthritis, systemic lupus erythematosus, Sj6gren's syndrome, systemic sclerosis, thyroid disease, ulcerative colitis, malignancy, sinusitis, mastoiditis, diabetes mellitus and psoriatic arthritis. '3 It has been suggested that the 5-and 10-year probabilities of survival after diagnosis are 74% and 55% respectively. The most frequent causes of death are infection, systemic vasculitis and malignancy.4
The joints are involved in at least 80% ofcases of RP and the usual pattern of involvement is migratory, asymmetric, non-nodular, non-erosive, seronegative, and affecting large and small joints as well as parasternal articulations. 5 We report the case history of a 57 year old man who has suffered from typical deforming RP (Figure 1 ). There were also advanced arthritic changes with loss of articular cartilage affecting both knee joints but more marked on the right side (Figure 2) , and similar changes were seen in both hips and, again, the appearances were more marked on the right side ( Figure 3) Booth.6 Previously reported spinal involvement5 and sacroiliac changes9 were not seen in our patient.
Our patient's arthritis is also not typical of rheumatoid arthritis because of the asymmetrical distribution of the joint involvement in the small joints of the hands and feet, the prominent DIP joint involvement and the fact that he was persistently seronegative. Psoriatic arthropathy is also highly unlikely in that he has never had psoriasis in his skin or nails and he has been followed-up for a considerable length of time.
It is interesting to note that our patient has had an episode of mild, focal, proliferative glomerulonephritis which has responded promptly to a course of corticosteroids and has not since recurred. Glomerulonephritis and renal vasculitis have been rarely but well-documented in RP.'0-14 polychondritis. 
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